R BURNS Ms T is a 60-year-old woman whose husband was diagnosed with stage IV esophageal cancer and who died 9 months later. Although Ms T lost her mother as a teenager and her father and close friend more recently, nothing had prepared her for the loss of her husband. Ms T and her husband were inseparable through 28 years of marriage. They did not have children.
My psychiatrist probably saved me. We did therapy sessions every single week, and she brought me to a bereavement counselor so that I was seeing each of them. We introduced citalopram, although I did it kicking and screaming.
I have to create a routine that I am not used to, and sometimes I am energized to do it and sometimes not. When I am faithful and I take my medication, then I feel a little more stimulated and able to do it. I am making myself available a bit more to get together with friends. I do not always know, however, on a given day what I am going to feel like, so I try not to plan too far out.
This journey has been a true test. I have never been to the point of wanting to do away with myself, but I have not wanted to be here without him. I keep grieving what he lost. I have not reached my loss yet. This is how each of us deals with the grief. I am not good at letting go, so it will be harder for me.
Overview of Complicated Grief
DR SIMON Nearly 2.5 million people die each year in the United States, 3 so exposure to the death of a loved one is inevitable. The death of a close friend or relative remains one of the most intense, distressing, and traumatic events a person will experience. 4 Acute grief includes a wide range of strong emotions, including shock or disbelief that the loved one is truly gone, intense separation distress, longing, and sadness. Bereaved individuals may become preoccupied with thoughts, memories, and images of the person and may focus predominantly on the loss, decreasing other activities for a time. Building on the work of Bowlby 5 and Hofer, 6 Shear and others have conceptualized bereavement as a significant stressor or trauma to the attachment system, a psychological behavioral system hypothesized to provide a sense of emotional security and safety through close relationship bonds. As a result, the death of a loved one can lead to a range of initial symptoms of traumatic distress, separation distress, caregiver self-blame (with survivor guilt), and decreased engagement in life. 7 There is, however, no single way to grieve. Grief and mourning are natural responses to loss that most people successfully navigate without clinical intervention. During the initial days to months after a loss, acute grief can vary in intensity, nature, and time course based on a combination of individual and loss-related factors, as well as cultural and religious factors. Because loss is forever, so too is the state of being bereaved, yet grief changes over time for the vast majority of individuals who ultimately adapt to the loss with a reduction in grief intensity and return to a revised but meaningful and satisfying life without the deceased. Far from a single path or stage progression, there are a wide range of experiences and longitudinal trajectories for responses to loss that can include a mix of positive and negative emotions, as well as oscillation between different states over time. [8] [9] [10] [11] Bonanno and colleagues, 12,13 observed over 18 months an intensity of grief and depressive responses that range from consistently minimal, initially intense but subsiding, delayed but heightened over time, to chronically high or prolonged. Although the precise length of time that marks acute grief remains debated, longitudinal studies 13, 14 have reported 6 to 12 months as marking a common period after which many will have moved through a natural mourning process to a less intense form of grief termed integrated grief, in which the reality and meaning of the death are assimilated with a return to ongoing life. In integrated grief, the deceased is not forgotten and some longing and sadness remain but these feelings are less intense or have moved from the center stage, except during periodically heightened periods around anniversaries, holidays, and other important reminders of the loss. There is an ability to achieve joy and return to meaningful relationships and activities. In integrated grief, the permanence of the loss and its life consequences are accepted, the relationship with the deceased is revised, and life goals and plans are adapted. Ms T has been unable to reach this state and continues to grieve acutely 16 months following her husband's death, almost as if the loss had just occurred.
Risk Factors for Complicated Grief
Common problems that complicate grief include intrusive thoughts about the circumstances of the death, excessive avoidance of reminders of the loss, and ineffective emotion regulation. Risk factors for these complications include a combination of pre-loss variables, loss-related variables, as well as peri-loss variables (Box 1). Ms T's pre-loss risk factors for complicated grief include her sex, her history of multiple prior losses including her mother at age 17 years after a 7-year battle with illness, her best friend 17 years ago, and her father 2 years prior to her husband. Ms T has no children and describes her 28-year relationship as strong and identity-defining. Ms T's loss-related risk factors include the death of her husband of 28 years only 9 months after an unexpected cancer diagnosis. She was her husband's caretaker and advocate throughout his illness and death but notes they chose to focus on aggressively treating his cancer, preferring not to discuss the negative prognosis together or with 
Loss-Related Factors
Relationship and caretaking roles: spouses, mothers of dependent children, caretakers for chronically ill Nature of the death itself: violent, sudden, prolonged, due to suicide [15] [16] [17] [18] [19] [20] [21] [22] 
Peri-loss Factors

Social circumstances
Resources available following the death Poor understanding of the circumstances of the death event: ie, lack of information about the death Interference with natural healing process: inability to follow usual cultural practices of death and mourning, alcohol or substance use, low social support [23] [24] [25] [26] [27] [28] health care professionals. Ms T describes her response to her husband's death (peri-loss) as "emotionally paralyzing," with prominent shock and disbelief to the extent that she needed to "learn to breathe again." Thus, Ms T has a number of risk factors likely contributing to her persistent, unrelenting grief.
Identification and Clinical Assessment of Complicated Grief
Although not included in Diagnostic and Statistical Manual of Mental Disorders (Fourth Edition) (DSM-IV), growing evidence supports a persistent grief-related condition 14, 15 ; complicated grief is estimated to occur in about 7% of those bereaved. 16 In complicated grief, the progress of adapting to and accepting the finality of the loss is complicated, slowed, or halted. Complicated grief symptoms include intense longing, intrusive preoccupation with the circumstances of the loss, self-blame, avoidance of thoughts or memories of the deceased, avoidance of previously shared activities, and inadequate adaptation to the loss. Complicated grief is associated with many negative outcomes including reduced quality of life, functional impairment, high-risk behaviors, increased rates of cardiovascular illness and cancer, sleep disturbance, and heightened suicidal ideation and behaviors even after adjustment for comorbid depression and posttraumatic stress disorder. 7, [30] [31] [32] [33] [34] [35] [36] [37] There is a need to screen bereaved individuals for complicated grief and to perform safety risk assessments in those who screen positive. Self-rated scales exist to assess for the presence of complicated grief. These include the 19-item self-rated Inventory of Complicated Grief. 1 Scores ranging from 25 to 30 are associated with significant symptoms. Scores higher than 30 have been used in treatment research. 2 Versions of the assessment can identify complicated grief in international samples, 1, 38, 39 and the Inventory of Complicated Grief questions clustered together as a single group of symptoms in a diverse and predominantly treatment-seeking bereaved sample. 40 A 5-itemtool,theBriefGriefQuestionnaire,isalsousefulforinitialscreening and can be used in a primary care setting (Box 3).
41,42
Ms T was identified by her clinicians as likely experiencing complicated grief, now 16 months (>1-year minimum) after her husband's death. Her Inventory of Complicated Grief score was 48, much higher than established cut points of 25 or 30. Ms T's grief has be- The individual experienced the death of someone with whom he or she had a close relationship.
Since the death, at least 1 of the following symptoms is experienced on more days than not and to a clinically significant degree has persisted for at least 12 months after the death in the case of bereaved adults and 6 months for bereaved children:
Persistent yearning or longing for the deceased. In young children, yearning may expressed in play and behavior, including behaviors that reflect being separated from, and also reuniting with, a caregiver or other attachment figure.
Intense sorrow and emotional pain in response to the death.
Preoccupation with the deceased.
Preoccupation with the circumstances of the death. In children this preoccupation with the deceased may be expressed through the themes of play and behavior and may extend to preoccupation with possible death of others close to them.
Since the death, at least 6 of the following symptoms are experienced on more days than not and to a clinically significant degree, and they have persisted for at least 12 months after the death in the case of bereaved adults and 6 months for bereaved children:
Reactive distress to death:
Marked difficulty accepting the death. In children, this is dependent on the child's capacity to comprehend the meaning and permanence of death.
Experiencing disbelief or emotional numbness over the loss.
Difficulty with positive reminiscing about the deceased.
Bitterness or anger related to the loss.
Maladaptive appraisals about oneself in relation to the deceased or the death (eg, self-blame).
Excessive avoidance of reminders of the loss (eg, avoidance of individuals, places, or situations associated with the deceased; in children, this may include avoidance of thoughts and feelings regarding the deceased.
Social or identity disruption:
A desire to die in order to be with the deceased.
Difficulty trusting other individuals since the death.
Feeling alone or detached from other individuals since the death.
Feeling that life is meaningless or empty without the deceased or the belief that one cannot function without the deceased.
Confusion about one's role in life or a diminished sense of one's identity (eg, feeling that a part of oneself has died with the deceased).
Difficulty or reluctance to pursue interests since the loss or to plan for the future (eg, friendships, activities).
The disturbance causes clinically significant distress or impairment in social, occupational or other important areas of functioning.
The bereavement reaction must be out of proportion or inconsistent with cultural, religious, or age-appropriate norms.
Specify if with traumatic bereavement:
Bereavement due to homicide or suicide with persistent distressing preoccupations regarding the traumatic nature of the death (often in response to loss reminders), including the deceased's last moments, degree of suffering and mutilating injury, or the malicious or intentional nature of the death. 
Clinical Review & Education Clinical Crossroads
Treating Complicated Grief come "stuck" with persistent very high levels of distress and impairment, including emotional paralysis, feeling lost, and daily longing for and thinking about her deceased husband so much that daily activities are hard to accomplish. She has trouble seeing or planning a future beyond the day. It remains hard for her to believe that he is dead, and she still questions if she "did everything" she could to save his life. She feels that her life is empty and that it is unfair to live when her husband has died, suggesting an increased risk of suicide. Although she has started to take small steps to reconnect with others, she remains withdrawn from most of her prior activities and relationships, related to both work (now unemployed) and social life, and struggles to find purpose and manage household affairs. She notes she was so focused on trying to maintain hope and aggressively treat his cancer in the 9 months after his diagnosis, she really never had an opportunity to process the possibility or meaning of his death, a likely complication contributing to her development of complicated grief.
Differential Diagnosis of Complicated Grief
Bereavement is a stressor that can also trigger major depressive disorder, posttraumatic stress disorder (PTSD), and substance use disorders. [43] [44] [45] Ms T's clinicians had to evaluate each of these diagnoses to establish her treatment plan. Similar to mood and anxiety disorders, complicated grief is a distinct diagnosis 32,46,47 but can also complicate anxiety disorders, PTSD, and depression as comorbid conditions. For example, in a treatment-seeking sample of patients with complicated grief, 25% had no comorbid conditions; whereas concomitant comorbidities of major depressive disorder were present in 55% of patients, PTSD in 49%, and both major depressive disorder and PTSD in 36%. 35 Death of a loved one is a major stressor. Overlap exists between the persistence of acute responses to clearly defined stressors in complicated grief and PTSD associated with failure to adapt. Complicated grief may be considered as a PTSD-like stress response condition 48, 49 and, consequently, a postloss stress disorder. 50 Posttraumatic stress disorder and complicated grief are also different and thus require different treatment approaches. In PTSD, which may be diagnosed 1 month after a trauma, the prominent emotion is a persistent and overgeneralized learned fear. Interventions such as exposure-based psychotherapies can help individuals extinguish this fear and learn that they are not in danger in their current environment. In complicated grief, the prominent emotions are longing and sadness. Focusing on fear reduction is not clinically relevant. Because the loss is permanent, individuals are challenged with separation distress and adapting to life without their loved one. Ms T reports persistent shock and disbelief that her husband is dead. She has emotional numbing and feels stuck in a state of persistent unchanging, intense grief. She persistently avoids previously shared activities because they remind her that her husband is dead and result in emotional distress. However, she does not experience fear. These findings indicate the presence of complicated grief rather than PTSD. Her best therapeutic option is one specifically addressing complicated grief. The symptoms sadness, guilt, decreased function, and suicide risk overlap in major depressive disorder and complicated grief. Complicated grief is characterized by longing and guilt related to the death, preoccupation with thoughts and memories of the deceased, and avoidance of reminders of the deceased. In contrast, major depressive disorder is associated with general sadness, guilt, shame, or low self-esteem. Ms T avoids activities previously shared with her husband. Her primary emotions are longing and deep sadness related to missing her husband. She continues to experience disbelief about and preoccupation with his death circumstances. She experiences positive emotions when thinking about the wonderful times they shared. Consequently, she does not have major depression criteria. Complicated grief is associated with deficits in imagining a future without the deceased 51 ; Ms T reports significant difficulty in coping with a future without her husband and sometimes thinks she would prefer to die in order to be with him.
Clinical Management of Complicated Grief: When to Intervene
Considerable debate exists regarding the suitability of grief as a clinical condition appropriate for intervention. Loss is universal and permanent. Grief does not fully resolve. It changes form and most individuals successfully adapt and achieve integrated grief without intervention. Various individual, societal, religious, and cultural responses to loss exist. Because no single way to grieve exists, identification of patients needing intervention is difficult. A subset of individuals become fixed in an intense, persistently distressing, disruptive, and functionally impairing form of grief. The grief does not improve for months to years after the death. Patients with this response may benefit from interventions to help them better cope with their grief. 2, [52] [53] [54] [55] [56] [57] [58] [59] [60] [61] Intervention is indicated when grief is prolonged and severe (Box 4). All treatment-seeking bereaved individuals should be screened for suicide risk and concomitant mood and anxiety disorders. These may require treatment before the 6 to 12 months currently recommended as a minimum time since the loss to diagnose and treat complicated grief. Ms T scored 48 on the Inventory of Complicated Grief assessment more than 16 months after her loss. She experienced persistent difficulty accepting the finality of the loss, ruminations about the circumstances of the loss, avoidance of shared activities, inability to envision a future without her husband, an intermittent wish to die, and significant functional impairment despite some minor gains reconnecting with friends. These findings indicate a need for complicated grief intervention.
Clinical Management of Complicated Grief: Treatment Approaches
Community or peer-based bereavement support groups enhance social support. They can be a very helpful intervention for bereavement-related distress. Although the content of such groups may not be standardized and efficacy data for complicated grief are lacking, bereaved patients should be informed about local support groups. Ms T's treatment included a bereavement support group, citalopram at 20 mg/d, and individual psychotherapy, which she notes "probably saved me." She may mean this literally because she struggled with despair and passive suicidal ideation, even though she has not been able to progress in her grief.
The best studied treatment for complicated grief is a targeted psychotherapy ( Table 1) . A recent meta-analysis suggested benefits from a range of psychotherapeutic interventions. 63 The largest randomized controlled trial was the Complicated Grief Therapy trial, a 16-week targeted psychotherapy approach. Complications or issues that interfere in the healing process are identified and addressed to allow the natural bereavement process to move forward. Complicated grief therapy was significantly more effective than interpersonal psychotherapy, which focuses more on relationship issues 2, 64 (Table 1) . Complicated grief therapy emphasizes loss processing and restoration of life without the deceased, using a range of techniques including cognitive behavioral therapy, interpersonal therapy, and motivational interviewing. Teaching about what complicated grief is and a psychological model of how it develops, termed psychoeducation, is also included. Other studies of psychotherapy approaches for complicated grief (Table 1) 58-60 support this basic approach. Growing evidence supports interventions that include repeatedly telling the story of the death. [58] [59] [60] A recent open-label study in which participants underwent 10 weeks of group therapy and 4 weeks of individual cognitive behavioral therapy for complicated grief using strategies and techniques similar to those used in complicated grief therapy (psychoeducation, discussing positive and negative memories of the deceased, telling the story of the death, addressing errors in thoughts-cognitive restructuring, a communication with the deceased exercise, and goal and pleasant event setting 58 ), also found beneficial effects. In another trial, participants randomized to a 5-week Internet-based intervention similarly focusing on revisiting bereavement related situations, cognitive restructuring, positive memories, creating a life narrative including the loss, as well as social support and goals had greater reduction in symptoms related to death than those who were randomized to a wait list. Even without specialty referral, trusted clinicians can offer some simple interventions informed by these studies such as psychoeducation about the condition including the notion that issues or behaviors that interfere with the grieving process (grief complications) can be addressed with treatment, which can alone provide relief and hope for improvement. Clinicians should obtain a detailed history to help the patient understand and address issues contributing to a lack of grief progression and reengagement in their own life after the death of a loved one. One example of a grief complication is avoidance of previously shared friends, family events, and pleasurable activities that serve as reminders of the deceased, leading to social isolation and inadequate participation in enjoyable activities. Clinicians can explain how complicated grief is associated with avoidance of reminders of the loss. They can encourage reduction in these avoidance behaviors. Other misbeliefs, such as the notion that grief is the only way to honor and stay connected with the deceased, or the mistaken perception that the patient was responsible for the death, can also be corrected. Anniversary dates may trigger acute worsening of grief. Helping the patient anticipate and plan for these events and provision of social support is beneficial. Psychiatric referral for psychotherapy, medication, or both is indicated for patients who have persistent symptoms, significant comorbidity, or suicidal ideation or behaviors.
Pharmacotherapy data are limited. Benefits may be derived from treatment with serotonin selective reuptake inhibitors antidepressants such as escitalopram and paroxetine as demonstrated in case series and open-label trials (which included a total of 50 participants with complicated grief; Table 2 ). Antidepressants have also been shown to improve adherence and augment response to complicated grief therapy, although benzodiazepines did not improve outcomes, findings similar to the ineffectiveness of benzodiazepines in PTSD. 65 Viewing complicated grief as a stress-response condition with symptom overlap with PTSD and depression suggests that antidepressants, but not benzodiazepines, are likely to be beneficial in treating complicated grief. Benzodiazepine treatment can result in psychological and physical dependence and may interfere with learning and memory, important for psychological adaptation to a loss. Use of an antidepressant with a low-risk profile such as serotonin selective reuptake inhibitors is recommended. Open-label studies (Table 2 ) support the use of 10 to 20 mg/d of escitalopram and 20 to 50 mg/d of paroxetine. However other serotonergic antidepressants and dosing strategies may prove effective as well. Overall, the limited information about pharmacotherapy risk-benefit profiles suggest a complicated grief therapy-like approach when available should be considered as the first treatment with medication considered as an adjunct for patients with complicated grief; however, the presence of significant comorbid depression, suicidal ideation, or both would support earlier treatment with antidepressant medication. Ms T may benefit by maximizing her antidepressant dose titrated to response and tolerability because she had a partial improvement with citalopram at 20 mg/d. She might also consider referral to a specialist trained in a complicated grief therapy-like targeted psychotherapy.
What the Future Holds
Despite a significant and rapidly growing body of research in grief and management of its complications, many clinicians, including those in specialty psychiatry settings, are not aware of available evidence regarding grief management because evidence-based treatment guidelines for complicated grief are not yet available. They may also be unaware of how to identify patients at risk of complicated grief (Box 1) in order to intervene effectively. Educating primary care and specialty clinicians about the evidence supporting complicated grief as a syndrome, which causes substantial distress and impairment, and alerting them to the Inventory of Complicated Grief, 1 
